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INTRODUCTION 
Advantages and disadvantages of centralized versus 
decentralized model of health care planning and pro-
vision have been discussed for decades (1-5), usually 
when the policy cycle is completed. Decision on how 
the health care resources are going to be managed and 
planned is in the hands of national policymakers (6-9). 
In the preparation of the national health care reform, 
politicians are those that lead and have to explain the 
expected benei ts of the path they have chosen (7). 
h e role of academia is usually passive, i.e. reduced to 
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evaluation of the impact of the reform when it is (or 
not) implemented (8,9). In this paper, we will describe 
the case of Croatia in which the Faculty of the Andrija 
Štampar School of Public Health, School of Medicine, 
University of Zagreb has been actively involved in the 
decentralization process in Croatia since its beginning 
in 2001 (10). 
During 26 years of its independence, Republic of Croa-
tia has applied both models of health care planning and 
provision – centralized, during and at er the Homeland 
War (the 1990s), and decentralized since 2001 (6-8). 
Although 20 counties and the City of Zagreb were gi-
ven legal responsibility for health sector governance in 
1993, and the majority of Croatian counties had establi-
shed their own executive and administrative structures 
by 1994, decentralization became the Croatian govern-
ment’s priority in 2000 (10). In 2001, the Croatian Mi-
nistry of Health accepted the Andrija Štampar School 
of Public Health (the School) initiative to develop, in 
cooperation with the Centers for Disease Control and 
Prevention (CDC), Atlanta, Sustainable Management 
Development Program (SMDP), the “learning by do-
ing” training program that would increase county level 
public health and managerial capacities (10) before the 
government legally formalized the counties’ obligation 
to plan for health and organize the provision of primary 
and secondary level health care services. 
Proposed by academia, the Health-Plan for It County 
Public Health Capacity Building Program (the Pro-
gram) was reviewed and i nalized with the contributi-
on of the Croatian Ministry of Health and the counties. 
h e Program aimed through joint education to con-
nect the main health stakeholders (political, executive, 
professional and community representatives) and in-
crease county-level capacities to conduct participative 
health need assessments, to plan for health and assure 
provision of the type and quality of services that are 
better tailored to the local health needs (10,11). 
Due to the political changes (national elections at the 
end of 2003), the Program had to continue as self-fund-
ed, within the framework of the Croatian Healthy 
Cities Network since 2004. Nevertheless, with the 
Croatian Ministry of Health i nancial support, by the 
mid-2004, i t een out of twenty Croatian counties had 
completed their training (2002-2004) (12). Due to the 
lack of funding, in the remaining i ve counties training 
had to be postponed till 2007, so they completed their 
education by the end of 2008.
h e results from the i rst Program assessment done in 
2006 (12) encouraged academia to continue and deve-
lop the second phase training package. h e skills adop-
ted through the i rst “training” phase helped the coun-
ties develop the county health documents but did not 
prepare them for the challenges of county health plan 
implementation. h erefore, the second round of the 
Program training modules aimed to improve the coun-
ties’ strategic management and implementation skills.
In 2008, the Croatian Parliament adopted the new he-
alth care act that formalized the counties’ obligation to 
plan for health and organize the provision of primary 
and secondary level health care services (13).
h e aim of this paper is to assess the value of the Health
-Plan for It Program and its impact on the counties’ ca-
pacity to plan for health and implement services based 
on locally recognized health needs. 
MATERIALS AND METHODS
Participants 
In the i rst training phase, each county health team had 
nine to eleven members in training, including two re-
presentatives of political (elected county oi  cials), one 
representative of executive (county departments of he-
alth and social welfare) and three to four representati-
ves of professional (county institutes of public health, 
hospitals, health centers, social welfare centers) com-
ponents, and three were community representatives 
(nongovernmental organizations (NGOs) and media) 
(10,12). From March 2002 till the end of 2008, every co-
unty in Croatia was provided with the training oppor-
tunity (Participants, Fig. 1). County health teams enter-
ed the training, three at the time: Dubrovnik-Neretva 
(DN), Istria (IS) and Varaždin (VZ) Counties in March 
2002; Bjelovar-Bilogora (BB), Krapina-Zagorje (KZ) 
and Vukovar-Srijem (VS) Counties in October 2002; 
Osijek-Baranja (OB), Primorje-Gorski Kotar (PG) and 
Zagreb (ZG) Counties in February 2003; Sisak-Mosla-
vina (SM), Split-Dalmatia (SD) and Virovitica-Podra-
vina (VP) Counties in September 2003; Lika-Senj (LS), 
Međimurje (ME) and Brod-Posavina (BP) Counties in 
April 2004; Šibenik-Knin (SK), Zadar (ZD) and Pože-
ga-Slavonia (PS) Counties in January 2007; and Ko-
privnica-Križevci (KK) and Karlovac (KA) Counties in 
September 2008. h e City of Zagreb that has a status 
of county completed a modii ed training program and 
will be excluded from this presentation. 
h e second phase training was organized in April 2008 
and was attended by six county health teams (Fig. 1). 
Five of them (IS, KZ, PG, ME and ZG) went through 
the i rst phase training in the 2002-2004 period, and 
one (ZD) in 2007. In this phase, the health teams had 
twelve to i t een members in training, representing the 
political, executive and professional components, and 
the community. 
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Four training modules over four days 
(extended weekend) during a six months 
period, concentrated training combined 
with the “homework” between the 
modules (Assessment function, Health 
planning, Health policy formulation and 
development, Assurance function)
From March 2002: Dubrovnik-Neretva (DN), Istria (IS) 
and Varazdin (VZ) County health teams 
From October 2002: Bjelovar-Bilogora (BB), Krapina-
Zagorje (KZ) and Vukovar-Srijem (VS) County health 
teams
From February 2003: Osijek-Baranja (OB), Primorje-
Gorski Kotar (PG) and Zagreb (ZG) County health 
teams
From September 2003: Sisak-Moslavina (SM), Split-
Dalmacia (SD) and Virovitica-Podravina (VP) County 
health teams 
From April 2004: Lika-Senj (LS), Međimujrje (ME) and 
Brod-Posavina (BP) County health teams
From January 2007: Šibenik-Knin (SK), Zadar (ZD) and 
Požega-Slavonia (PS) County health teams
From September 2008: Koprivnica-Križevci (KK) and 
Karlovac (KA) County health teams
Public health and management capacity 
building 
Strategic (health) documents developed 
(20 counties developed their own Health 
profi les and draft Health plans, with 
prioritized health needs and identifi ed 
actions to address them) 
Team development, Project infrastructure 
development, Project coordination, 





















Thematic multicounty working groups 
on breast cancer screening, quality of 
health care services (TQM workshops), 
cardiovascular diseases, 
Applied research on the needs of elderly 
people living alone in rural, remote areas, 
Causes and consequences of early 
drinking in youth
Technical expertise in most frequently 
chosen priorities 
2006 1st EVALUATION WORKSHOP (program assessment)




















Four training modules over three days 
during a six months period, concentrated 
training combined with “homework” 
between the modules (Vision, mission, 
management of change, Strategies 
and aims - business plan development, 
Alliance building, managing networks 
and inter-organizational collaboration, 
Implementation & monitoring of change)
From April 2008: Istria (IS), Primorje-Gorski Kotar (PG) 
and Međimujrje (ME) County health teams
From November 2008: Krapina-Zagorje (KZ), Zadar 
(ZD) and Zagreb (ZG) County health teams
Implementation of strategic health 
documents,
Social entrepreneurship development, 
Improved networking – levels and sectors, 





















Coordinators meetings, expert panels, joint 
research, thematic workshops on palliative 
care, family health (early years, visiting 
nurse intervention, etc.), quality of health 
care services (Health promoting hospitals 
and services), Joint research single-parent 
families needs
All Counties: Dubrovnik-Neretva (DN), Istria (IS), 
Bjelovar-Bilogora (BB), Krapina-Zagorje (KZ), Vukovar-
Srijem (VS), Primorje-Gorski kotar (PG), Zagreb County 
(ZG), Međimurje (ME), Brod-Posavina (BP), Šibenik-
Knin (SK), Zadar County (ZD), Karlovac County (KA), 
Koprivnica-Križevci (KK)
Technical expertise in most frequently 
chosen priorities improved counties 
implementation skills
2012 2nd EVALUATION WORKSHOP (program assessment)
Fig. 1. Key element of the Counties Public Health Capacity Building Program „Health-Plan for It“. Timeframe, training methods, participants 
and outcomes
Processes 
h ere were four sets of processes: the i rst training 
phase and follow-up with i rst Program assessment 
and the second training phase and follow-up with se-
cond Program assessment.
First training phase
In the i rst training phase during the six-month pe-
riod, each county health team attended four training 
modules combined with “homework” in-between (In-
put, Fig. 1) (described in detail in ref. 10). h e training 
strategy endorsed comparative advantages of the de-
centralized model of health planning, i.e. familiarity 
with local specii cities, better recognition of the local 
needs, and awareness of the availability of resources 
(14,15). h e training opened direct communication 
between the interested parties (the community, pro-
fessionals, and politicians), which eased negotiations 
and agreement on priorities (12). h is phase results 
were the County health proi le and the framework for 
the County health plan (Outcomes, Fig. 1), both deve-
loped by the county health teams.
Follow-up – Post training period
h e most frequently chosen county priorities (during 
the i rst phase) were addressed jointly in the follow-up 
(post training) period through thematic multicounty 
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working groups on the following: breast cancer screen-
ing, quality of health care services (TQM workshops), 
cardiovascular diseases, etc., or through applied (mul-
ti country) research (16), such as the needs of the el-
derly living alone in remote rural areas (17,18), or the 
causes and consequences of early drinking in youth 
(19-21) (Fig. 1). 
h e i rst Program assessment was undertaken in 2006 
with twelve counties that i nished the i rst phase of tra-
ining (12). 
Second training phase
h e second set of training modules had a similar tra-
ining structure as the i rst one. During the six-month 
period, the county health teams attended the set of 
four training modules (extended weekend intensive 
training) combined with “homework” in-between (In-
put, Fig. 1). h e training curriculum was developed as 
a blend of recognized business management tools (vi-
sion, mission, management of change, strategies and 
aims, business plan development) and public health 
theory and practice (advocating, alliance building, 
managing networks and inter-organizational collabo-
ration, implementation and monitoring of change). 
h e training aims were to build the counties’ imple-
mentation skills (Plan for implementation of the Co-
unty health plan), facilitate networking among sectors 
and levels of governance, develop synergy among 
them, and support institutionalization of change. 
Follow-up – Post training period
Counties that did not participate in the second set of 
training modules for dif erent reasons, were welcomed 
to join the post training (follow-up) period (2009 to 
2012), during which, through coordinators’ meetings, 
expert panels, joint research and thematic workshops 
(three to four per year), new emerging topics such as 
palliative care and family health (early years, visiting 
nurse intervention, postpartum depression, single pa-
rent family support) were addressed. 
h e second Program assessment was conducted in 
November 2012 through four regional evaluation 
workshops that gathered 13 counties enrolled in the 
Program from 2002 to 2008. 
Assessment instruments
In the i rst (2006) and second (2012) Program Asses-
sment, the same three groups of instruments were 
used: 
1. h e Local Public Health Practice Performance 
Measures Instrument (performance matrix) has 
been developed by the Public Health Practice Pro-
gram Oi  ce of the U.S. CDC (22-24). h e instru-
ment recognizes three core public health functions: 
assessment, policy development and assurance, and 
ten practices associated with them. h e ten pra-
ctices, supported by 29 associated indicators, were 
used to measure the ef ectiveness of the local public 
health practices. h e School faculty translated the 
instrument into Croatian in 1999 and adapted it 
to Croatian context (10,12). h e Croatian versi-
on of the instrument also allowed for commenting 
and describing the existing practices, i.e., whether 
or not they exist, and if they exist, whether they are 
satisfactory or not, who is doing or should be do-
ing what, etc.) (12). h e performance matrix was 
applied as the self-reporting instrument, i lled out 
by the county health teams on three occasions, i.e. 
at the beginning of the modular training to assess 
existing (“0 point”) public health practices (DN, 
VZ and IS in March 2002, BB, VS and KZ in Octo-
ber 2002, OB, PG and ZG in February 2003, SM, 
SD and VP in September 2003, LS, ME and BP in 
April 2004, SK, ZD and PS in January 2007, and 
KK and KA in September 2008), at the evaluation 
workshop in 2006, and at the evaluation workshop 
in 2012. Non-existing public health practices were 
scored 0; existing but unsatisfactory practice were 
scored 1; whereas satisfactory practice were sco-
red 2. 
Changes in core public health functions and practices 
associated with them (“0 point” and 2012) were tested 
by Student’s T-test (paired). 
2. h e procedure Chart lists 49 procedures in chro-
nological order, as they had to be carried out by 
county health teams: 24 procedures from the i rst 
and 25 from the second Program phase. Proce-
dure chart as the self-reporting instrument was 
i lled out by county health teams at the evaluation 
workshop in 2012. County teams were asked, in 
advance, to provide evidence for every procedure 
they indicate as performed. h is enabled acade-
mic tutors to assess group results. h e Chart asses-
sed each county team’s progress in general and in 
specii c areas: (a) the application of newly gained 
knowledge, i.e. methods (procedure No. 1, 2, 4, 5, 
6, 7, 8, 19, 20, 26, 28, 29, 33, 37, 38, 39, 40, 41, 42 
and 47); (b) development of new products (pro-
cedure No. 11, 12, 15, 16, 21, 22, 24, 30, 31, 32, 
34, 35, 36, 43, 45 and 46); and (c) establishment of 
local project legitimacy (procedure No. 3, 9,10, 13, 
14, 17, 18, 23, 25, 27, 44 and 48) (Table 1).
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Table 1
Procedures listed in chronological order (time line) during the „Health-Plan for It“ County Public Health Capacity Building Program in 
Croatia, source of evidence if they were complited or not by the 2012, number of Counties that performed each procedure and type of 





































Data used from routine health statistic, other information sources, 
equally qualitative and quantitative data
county health profi le 13/13 M
3 Project presented to general public at the beginning newspaper clips, articles, radio / audio – video tapes 13/13 L
4
Key stakeholders gathered and consulted through consensus 
conference




Public health priorities chosen through the process of wider consultation 
(local politicians, professional groups, NGO-s)
county health profi le 13/13 M
6 Local experts panel convened around priorities (problem) analysis




Policies and programs to address priorities developed (clear program 
vision)
county health profi le, strategic framework of the 
county health plan
13/13 M
8 Implementation of agreed activities progress reports  12/13 M
9
Project legitimacy established – team members and coordinator 
formally appointed by the council
offi cial letter 13/13 L
10
Project articulated and formally (by the county offi cials) presented to 
the public
newspaper clips, articles, radio audio – video tapes 13/13 L
11 County health profi le completed as publication paper copy of the county health plan 13/13 P
12 Strategic framework of the county health plan completed as publication




Key project documents (profi le and strategic framework) accepted by 
the county government
offi cial letter, transcript, minutes from the meeting 13/13 L
14 Key project documents accepted by county council offi cial letter, transcript, minutes from the meeting 13/13 L




















16 Short-term health plans developed
paper copy of the short-term (yearly) county health 
plans
9/13 P
17 County health plan accepted by the county government offi cial letter, transcript, minutes from the meetings 8/13 L
18 County health plan accepted by the county council offi cial letter, transcript, minutes from the meetings 9/13 L
19
Implementation partners gathered and well informed about the project 
aims (have a clear “big” picture)
transcript, minutes from the meetings, press clipping 9/13 M
20
Implementation partners, specially trained in order to better perform 
their part
copy of training materials, press clipping 8/13 M
21 Resources (county budget) allocated to the chosen priority activities copy of the county budget for the fi scal year 8/13 P
22 Yearly monitoring and evaluation in place report, minutes from the meeting 4/13 P
23 Yearly progress report to the county council paper copy of the progress report 4/13 L
24
Project integrated into the everyday routine of the county department of 
health and social welfare
paper copy of the department of health and social 
welfare program of work
7/13 P
25
Project legitimacy in implementation phase established – team 
members and coordinator formally appointed by the county government 



















26 Regular county health team meetings (minim. 6 times yearly) minutes from the meetings 5/13 M
27 Established local expert panels around priorities (members appointed) offi cial letter, transcript, minutes from the meetings 7/13 L
28 Regular priority (thematic) groups meetings (minim.4 times yearly) minutes from the meetings 4/13 M
29 Priority (thematic) sub groups established and functional minutes from the meetings 3/13 M
30 Yearly implementation plan accepted by health team paper copy of the yearly implementation plan 3/13 P
31 Yearly implementation plan assessed by health team minutes from the meetings 3/13 P
32 Accountability mechanisms in place (rewards and sanctions) minutes from the meetings 3/13 P
33 Regular training and education of the county health team members copy of training materials, reports 4/13 M
34 County resources inventory completed copy of resources inventory 5/13 P
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36 Partnership conference convened (take place) newspaper clips, articles, radio audio – video tapes 5/13 P
37 Cooperation with key implementation partners formalized copy of signed cooperation agreements 5/13 M
38 Defi ned project vision and mission plan for implementation of the County health plan 6/13 M
39 Business policy articulated plan for implementation of the County health plan 6/13 M
40 Strategic aims defi ned and translated into operational targets plan for implementation of the County health plan 6/13 M
41 Road map developed plan for implementation of the County health plan 6/13 M
42 Implementation monitoring mechanisms in place plan for implementation of the County health plan 6/13 M
43
Business plan developed (Plan for implementation of the County health 
plan)




















44 Satisfying projects public visibility newspaper clips, articles, radio audio – video tapes 5/13 L
45
Assured project sustainability (fi nancial, administrative and professional 
support, partners etc.) 
paper copy of the department of health and social 
welfare program of work
5/13 P
46 County health plan implemented report, minutes from the meeting 6/13 P
47 Evaluation of implementation (closed fi rst planning circle ) report, minutes from the meeting 2/13 M
48 Results presented to the public through Conference
report, newspaper clips, articles, radio audio – video 
tapes
2/13 L
49 New planning circle open – new priorities selected
report, newspaper clips, articles, radio audio – video 
tapes
1/13 M
3. Tutorial notes for each county team were created 
from the written material collected during the Pro-
gram, and they included county documentation (me-
morandums, appointments, meeting notes, publica-
tions, press clippings, and county assembly reports), 
and visual or written material produced by county 
teams (questionnaires, power point presentations, 
and written documents). County i les were assembled 
with minutes from the meetings and tutor observa-
tions. Content analysis of the collected material was 
performed by the Faculty and the results were used to 
verify the results obtained by the previous two self-as-
sessment methods.
To enhance collected data credibility, data triangula-
tion (numerical and textual), methodological trian-
gulation (performance matrix, procedure chart, and 
tutorial note analysis), and investigator triangulation 
(dif erent academic background) were performed ac-
cording to Patton’s methods (25,26).
RESULTS
Data collection – evaluation workshop 
h e second evaluation workshop was held on Novem-
ber 5, 2012, for Slavonian region counties, in the town 
of Vinkovci, where two (VS and BP) county health 
teams were present. h e evaluation workshop for the 
Dalmatian region counties was held in Biograd n/m 
on November 15, 2012 with three county health teams 
present (SK, ZD and DN). Two western Croatia co-
unties (IS and PG) health teams gathered in Opatija 
on November 22, 2012, and i ve northern and central 
Croatian counties assembled in Zagreb on November 
29, 2012 (ME, KZ, BB, KK, KA and ZG) for the eva-
luation workshop. Data on seven counties (OB, PS, 
VP, SD, LS, SM and VA) that did not participate in the 
second program assessment are not included in the 
analysis. 
h irteen county teams dif ered in the number of team 
members that took part in the evaluation workshops 
(72 participants), half of the teams were almost com-
plete in number, whereas half were reduced to 2-5 
members.
Results of evaluation are presented as changes in core 
public health functions and skills acquired. 
Changes in core public health functions
Changes in core public health functions were evalua-
ted by applying the Local Public Health Practice Per-
formance Measures Instrument, performance matrix 
(Table 2, Fig. 2). All three core public health functions 
(assessment, policy development and assurance), as 
well as their total score showed statistical signii cance 
in change (Table 2). h e scores in any of the 13 coun-
ties performance matrix were higher in 2012 than at 
the “0 point” when they entered training (Fig. 2). All 
counties showed improvement in assessment and po-
licy development functions, while assurance function 
was improved mainly in the six counties that attended 
the second set of training modules (Fig. 2). 
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Table 2
Core public health functions (CPF) by county and measurements









CPF1 CPF2 CPF3 CPF1 CPF2 CPF3 CPF1+CPF2+CPF3 CPF1+CPF2+CPF3 CPF1+CPF2+CPF3 CPF1 CPF2 CPF3
Dubrovnik-Neretva 2 2 2 4 2 3 6 9 3 2 0 1
Istria 4 4 5 6 6 5 13 17 4 2 2 0
Bjelovar-Bilogora 2 1 1 4 3 4 4 11 7 2 2 3
Krapina-Zagorje 3 1 3 4 6 6 7 16 9 1 5 3
Vukovar-Srijem 2 1 3 4 3 8 6 15 9 2 2 5
Primorje-Gorski kotar 4 3 2 6 6 6 9 18 9 2 3 4
Zagreb County 3 0 2 6 6 5 5 17 12 3 6 3
Međimurje 4 2 3 4 6 6 9 16 7 0 4 3
Brod-Posavina 3 0 1 6 5 6 4 17 13 3 5 5
Šibenik-Knin 2 0 0 4 4 2 2 10 8 2 4 2
Zadar County 2 0 3 4 6 8 5 18 13 2 6 5
Karlovac County 2 1 1 5 6 7 4 18 14 3 5 6
Koprivnica-Križevci 2 1 4 3 5 1 7 9 2 1 4 -3
Mean 2.7 1.2 2.3 4.6 4.9 5.2 6.2 14.7 8.5 1.9 3.7 2.8
P* 0.000 0.000 0.000 0.001
*Student T-test (paired, one-tailed) • Key: CPF 1: Assessment function, CPF 2: Policy development function, CPF 3: Assurance function
Fig. 2. h e Local Public Health Performance Measures (the performance matrix). Results of 13 county health tims at the be-
ginning of modular training (light – before) and at the end evaluation workshop in 2012 (dark – at er)
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Fig. 2. - cont.
Assessment function “performing epidemiological re-
search” was present in all counties before the training 
(as it is part of the County Institutes of Public Health le-
gal obligation) but “assessing community health needs” 
and “analyzing the determinants of health needs” were 
developed through the training. 
Policy development functions “building constituen-
cies”, “setting priorities” and “developing comprehensive 
plans and policies” were developed during the training. 
h e same applied to the Assurance functions “mana-
ging resources”, “implementing or assuring programs 
to address priority health needs”, “providing evaluation 
and quality assurance” and “educating or informing the 
public” (Fig. 2).
In combining performance matrix results (Fig. 2, ra-
dars), four dif erent patterns of counties can be observ-
ed. h e i rst pattern is characterized as counties with 
all three functions developed (IS, PG, KA and ZG). 
h e second pattern is characterized as counties with 
developed policy and less developed assessment and 
assurance function (KZ, ME, ZD, KK and SK). h e 
third pattern is characterized as counties with modest 
development in policy function and some improve-
ment in assessment function (DN and BB). h e fourth 
pattern is unexplainable one (BP and VS). 
Skills acquired by the Procedure Chart 
Skills acquired were present by the Procedure Chart. h e 
Procedure Chart (Table 3) clearly distinguishes dif e-
rences in achievements between the (six) counties that 
attended the second set of training modules and those 
that did not. h e exception is the Karlovac County, one 
of the latest counties to enroll in the program (in 2008) 
that did not attend the second set of training modules. 
Table 3
h e procedure chart. Procedures completed by the teams 
from 13 Croatian counties at the end of 2012
Key: Dark grey bar: methodological improvement – procedu-
res No: 1, 2, 4, 5, 6, 7, 8, 19, 20, 26, 28, 29, 33, 37, 38, 39, 40, 
41, 42 and 47, Medium grey bar: development of products – 
procedures No: 11, 12, 15, 16, 21, 22, 24, 30, 31, 32, 34, 35, 36, 
43, 45 and 46, White bar: establishment of local project legiti-
macy – procedures No: 3, 9, 10, 13, 14, 17, 18, 23, 25, 27, 44 
and 48. Numbered procedures correspond to those in Table 1
Generally, all county teams completed more proce-
dures during the organized training than during the 
follow-up period (Table 1).
Tutorial notes
Tutorial notes provided information on the political 
context and the county teams’ composition and dyna-
mics. Best performing county teams were those that 
had continuous political support over years (even if 
the county governors had changed, as in KZ and ME 
Counties), committed team leader (not necessarily 
with medical background, such as KA, ZG, ME and 
KZ Counties), and strong professional component 
from health and social welfare services (PG and IS Co-
unties). Experienced and highly motivated NGO and 
media representatives gave an added value to their te-
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ams (IS, KA, ME, ZD, VS and DN Counties) but were 
not recognized as the key success factor.
DISCUSSION
Like those of the i rst evaluation workshop in 2006 
(12), the results of the second evaluation workshops in 
2012 showed that the Program increased the counties’ 
public health capacity. 
h e scores in each of the 13 counties’ performance ma-
trices were higher in 2012 than at the “0 point” when 
they entered modular training. h e Procedure Charts 
coni rm that all of them developed their own health 
proi les and health plans with prioritized health needs 
and identii ed actions to address them. 
Combining the i ndings from the county teams’ per-
formance matrices (Fig. 2) and procedure charts (Table 
3) with the tutorial notes, four distinct patterns have 
appeared, similar as in the i rst evaluation in 2006 (12): 
1) the Radars that show all three functions well de-
veloped, most of the procedures accomplished 
and (well balanced) high performing health teams 
(strong political, executive and professional com-
ponents), for example IS, PG, KA and ZG Coun-
ties; 
2) the Radars that show well developed policy and 
slightly less developed assessment and assurance 
function, with most of the procedures accomplish-
ed and health teams well established with slightly 
dominant executive and political components (but 
more modest professional public health compo-
nent), for example ME, KZ and ZD Counties. Si-
milar team compositions with more modest results 
can be observed in the KK and SK Counties; 
3) the Radars showing modest development in policy 
function with some improvements in assessment 
function, a modest number of procedures accom-
plished, and teams with a strong professional pu-
blic health component and weak or non-existing 
executive and political components, as in the BB 
and DN counties; and
4) unexplainable patterns – discrepancy between re-
sults in performance matrix and procedure chart, 
as in the VS and BP Counties. h ese county health 
teams overrated their achievements on the priori-
ty matrix but were not able to support them with 
evidence on the procedure chart. 
h e time of entering the Program – the early (2002) 
or later stage (2008), did not make dif erence (27). Al-
though the ZD and KA Counties are from the group 
trained later (2007-2008), their performance matrix 
demonstrated much better achievements than the per-
formance matrices of some counties trained earlier, 
such as the BB or DN County. 
Dif erences in individual county achievements can be 
explained through tutorial notes and observations – the 
political context and the county health team composi-
tion and dynamics – stability of political support at the 
county level, commitment and personality of team lea-
der (usually head of county department of health and 
social welfare) and commitment and skills of public he-
alth professionals (county Institutes of Public Health). 
Between 2002 and 2012, Croatia went through a tur-
bulent period politically (three national elections with 
four dif erent governments and two local elections) 
and economically (i nancial crisis), which all had 
an impact on the Program and local projects. How-
ever, the best performing counties (IS and PG), with 
committed and well composed county health teams 
(strong political, executive, professional and NGO 
components) that were extended over years and pre-
sently involve dozens of people working in several 
priority groups, with sustained political support over 
years (county governor, county council) have reached 
the tutors’ ultimate goal – have shown the ability to 
plan for health and implement services tailored to the 
local health needs (self-funded, above the national 
standard), close the planning cycle, perform evalua-
tion and continue with the next planning cycle (need 
assessment, selection of priorities, etc.) by themselves, 
without additional trainer support. 
Other counties that attended the second set of training 
modules (ME, KZ, ZG and ZA Counties) are heading in 
the same direction – showing the ability to accept new 
methods of work and deliver the new products requir-
ed. Karlovac County, one of the last counties enrolled 
in the Program (2008), achieved much better results 
than “older” counties, showing that the time spent in 
the Program is not a key factor contributing to local 
project success, but political stability and team com-
position are. 
A serious limitation of the Program is its political vul-
nerability. Changes in national and regional leader-
ship, changes in regulation, i scal policy and recessi-
on had an impact on local team performance and the 
Program in general. Counties whose political leader-
ship (county governors) changed over years once or 
twice (for example, DN, BB, BP, VS and KK Coun-
ties) or which had weak support from the executive 
component (newly appointed or uninterested heads 
of county departments for health and social welfare, 
e.g., DN, BB, BP and VS Counties) were disadvantaged 
over time. For example, the DN County had better re-
sults in the 2006 evaluation (12) than in 2012. 
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Many “anchoring” mechanisms were built into the 
Program to “safeguard” local project stability such 
as the following: assurance of stakeholder owner-
ship (team composition and active involvement in the 
health planning process – need assessment, priority 
selection, intervention planning), project legitimacy 
building (all developed health documents were accep-
ted by the county assembly), public visibility (a media 
representative as member of the county health team) 
and accountability (yearly reporting on project achie-
vements, i ve-year consensus conferences with selecti-
on of new priorities, publicly available information on 
strategic health documents and implementation pro-
gress on the counties’ oi  cial web pages). h is mecha-
nism helped the best performing counties adopt their 
health planning cycle as their operational routine, but 
other counties struggled with project survival. h is 
growing dif erence in project achievement among the 
counties also represents a challenge to the Program. 
Other limitations of this study are the instruments that 
were selected to measure progress at the beginning of 
the Program. On literature review, the authors did not 
come across similar instruments that were used by ot-
her authors. Other measuring instruments that might 
be better had been developed later (28,29). h e Local 
Public Health Practice Performance Measures Instru-
ment and the procedure chart are the self-reporting 
instruments i lled out by the county teams, which may 
underrate or overrate achievements on the performan-
ce matrix (that can explain results presented in Table 
2, e.g., lower sense of achievement among members of 
IS and KK county teams and overrated achievements 
of VK and SB county teams on 2012 evaluation work-
shop). h e advantage of the procedure chart is that it 
requires justii cation (written evidence) of procedures 
and supported by tutorial notes can help in detecting 
inconsistencies, i.e. may compensate for recognized 
instrument shortcomings. 
Dif erent levels of achievement due to “institutional or 
personal capacity to change”, reported by other authors 
(1,28,30,31), is in line with our i ndings that individu-
al county success in the Program depended on team 
composition and level of (regional) political stability.
In this paper, the ef ectiveness of the overall decentra-
lization process in Croatia was not analyzed. h ere is a 
need, in the future, to study the interplay between cen-
tral and regional government (decision space), and as-
sess the impact of decentralization on the provision of 
primary and secondary level health services (1,5,30). 
Despite its limitations, the Health-Plan for It Program, 
as an innovative approach to regional level administra-
tion capacity building, is able to highlight the benei ts 
of long standing cooperation between the academic 
community and local and national government. In 
case of Croatia, it paved the way towards decentraliza-
tion and helped in translational public health research 
development.
h e counties’ capacity for change dif ers and the Pro-
gram was not equally ei  cient for all of them. In order 
to gain better understanding of all the objective or su-
bjective constraints on local project development, we 
will widen the spectrum of instruments and methods 
we currently use in analysis (30,31) and present them 
in the next paper. 
h e Program is still operational, it is continuing thro-
ugh the Croatian Healthy Cities Network activities, 
supporting acquisition of new knowledge and skills 
in the i t een member counties, especially in relation 
to evidence informed policy making, monitoring and 
evaluation. 
CONCLUSION 
h e Health-Plan for It Program had positive impact 
on counties’ capacity to plan for health and implement 
services based on locally recognized health needs. 
h e Program showed improvement of all core public 
health functions in all counties. Assurance function 
showed generally higher change in counties that pas-
sed both sets of modules. 
A serious limitation of the Program is its political 
vulnerability. h e counties’ capacity for change dif-
fers and the Program was not equally ei  cient in all 
of them. Dif erences in achievements among the co-
unties can be explained through stability of political 
support at the county level, team composition, and 
commitment of the team leader. Changes in national 
leadership, changes in regulation, i scal policy and re-
cession had an impact on local team performance and 
the Program in general. 
ACKNOWLEDGMENT 
Since its beginning, the Program has been supported 
by several ministries in Croatia, as well as by local co-
unty governments and administration. h e training 
program has received numerous program awards from 
the CDC, including Global Health Program of Distin-
ction Award on January 16, 2013 during the SMDP 
20th Anniversary Celebration. h e program has been 
recognized for its extraordinary accomplishments of 
institutionalizing evidence-based health planning at 
the local, district, national and regional levels.
S. Šogorić, S. Vuletić, J. Kern, A. Džakula
h e value of Counties Public Health Capacity Building – twelve years of the “Health-Plan for it” Program in Croatia
Acta Med Croatica, 72 (2018) 103-114
113
h e authors wish to thank all members of the county 
health teams and their academic tutors for their ent-
husiasm and hard work. 
R  E  F  E  R  E  N  C  E  S 
1. Bossert T. Analyzing the decentralization of health 
system in developing countries: decision space, innovation and 
performance. Soc Sci Med 1998; 47: 1513-27. PMID:9823047
2. De Vries M. h e rise and fall of decentralization: a 
comparative analysis of arguments and practices in European 
countries. Eur J Polit Res 2000;38:193-224. doi:10.1111/1475-
6765.00532
3. Mosca I. Is decentralization the real solution? A three-co-
untry study. Health Policy 2006; 77: 113-20. doi: https://doi.or-
g/10.1016/j.healthpol.2005.07.011
4. Niessen LW, Grijseels EW, Rutten FF. h e evidence-based 
approach in health policy and health care delivery. Soc Sci Med 
2000; 51(6):859-69. Review. PMID: 10972430
5. Ciccone DK, Vian T, Maurer L, Bradly EH. Linking go-
vernance mechanisms to health outcomes: a review of the lite-
rature in low- and middle-income countries. Soc Sci Med 2014; 
117: 86-95. DOI:10.1016/j.socscimed.2014.07.010. PMID: 
25054281.
6. Šarić M, Rodwin VG. h e once and future health system 
in the former Yugoslavia: myths and realities. J Public Health 
Policy1993; 14: 220-3. PMID: 8408611
7. Hebrang A. Reorganization of the Croatian health care 
system. Croat Med J 1994; 35: 130-6.
8. Džakula A, Orešković S, Brborović O, Vončina L. De-
centralization and healthcare reform in Croatia 1980-2002. In: 
Shakarishvili E, ed. Decentralization in Healthcare – Analyses 
and Experiences in Central and Eastern Europe in the 1990s. 
Budapest: Local Government and Public Service Reform Initia-
tive and Open Society Institute; 2005,133-73.
9. Džakula A, Šogorić S, Vončina L. Decentralization in 
Croatia’s health system. In: Bartlett W, Božikov J, Rechel B, ed. 
Health Reforms in South East Europe. Basingstoke (UK): Pal-
grave Macmillan; 2012,64-75.
10. Šogorić S, Vukušić Rukavina T, Brborović O, Vlahušić 
A, Žganec N, Orešković S. Counties selecting public health pri-
orities – a “bottom-up” approach (Croatian experience). Coll 
Antropol 2005; 29: 111-9. PMID: 16117308
11. Šogorić S. Planning for health in the 21st century? Com-
munity versus (supra)national health promotion policy. In: 
Horst N, Kahr-Gottlieb D, eds. Promoting the Public’s Health. 
EUPHA 2005 Conference Book. Gamburg: Health Promotion 
Publications, 2006, 107-12.
12. Šogorić S, Džakula A, Rukavina TV, et al. Evaluation 
of Croatian model of polycentric health planning and decision 
making. Health Policy 2009; 89: 271-8. PMID: 18678435. doi: 
10.1016/j.healthpol.2008.05.015. 
13. Zakon o zdravstvenoj zaštiti Republike Hrvatske (NN 
150/08). Zakon o zdravstvenoj zaštiti (pročišćeni tekst) (NN 
150/08, 71/10, 139/10, 22/11, 84/11, 154/11, 12/12, 35/12, 
70/12, 144/12, 82/13, 159/13, 22/14  , 154/14, 70/16). (in Cro-
atian)
14. Torić M, Čale-Mratović M, Džono Boban A, Lakić M, 
Grgurović M. Istraživanje zdravstvenih potreba i prioriteta 
Dubrovačko-neretvanske županije (metodološki sažetak). In: 
Vuletić S, ed. Qualia javnog zdravstva, Zagreb: Medicinska na-
klada, 2013,81-82. (in Croatian)
15. Kutnjak Kiš R, Najman Hižman E. Kvalitativno istra-
živanje zdravstvenih potreba stanovnika Međimurske županije 
u procesu izrade županijske slike zdravlja te odabira prioriteta 
i izrade strateškog okvira županijskog Plana za zdravlje 2004. 
godine. In: Vuletić S, ed. Qualia javnog zdravstva, Zagreb: Me-
dicinska naklada, 2013, 45-56. (in Croatian)
16. Šogorić S, Vukušić Rukavina T, Džakula A, Brborović 
O. Qualitative naturalistic approach – transition of paradigms 
and public health practices. In: Kovačić L, Zalatel Kragelj Lj, 
eds. Management in Health Practice Zagreb: Hans Jacobs Pu-
blishing Company, 2008, 275-85.
17. Lazarić-Zec D, Grozić-Živolić S, Grah Ciliga E, et al. 
Zdravstvene potrebe starijih osoba koje žive s odraslim nesa-
mostalnim djetetom na Buzeštini (brdsko-planinsko granično 
područje). In: Vuletić S, ed. Qualia javnog zdravstva, Zagreb: 
Medicinska naklada, 2013, 37-44. (in Croatian)
18. Mašanović M. Kvalitativno istraživanje o zdravstvenim 
i socijalnim potrebama starijih samih osoba u Dubrovačkom 
primorju. In: Vuletić S, ed. Qualia javnog zdravstva, Zagreb: 
Medicinska naklada, 2013, 87-95. (in Croatian)
19. Džono Boban A, Čale Mratović M. Primjena kvalita-
tivne metode istraživanja u javnozdravstvenom pristupu ranog 
pijenja alkohola među djecom i mladima u Dubrovačko-nere-
tvanskoj županiji. In: Vuletić S, ed. Qualia javnog zdravstva, Za-
greb: Medicinska naklada, 2013, 73-80. (in Croatian)
20. Škrgatić M, Mesić M. Program primarne prevenci-
je “Trening životnih vještina”. In: Vuletić S, ed. Qualia javnog 
zdravstva, Zagreb: Medicinska naklada, 2013, 101-24. (in Cro-
atian)
21. Uvodić Đurić D. Mladi i alkohol – prikaz rezultata kva-
litativnog istraživanja pijenja alkohola među djecom i mladima 
Međimurske županije. In: Vuletić S, ed. Qualia javnog zdrav-
stva. Zagreb: Medicinska naklada, 2013, 57-72. (in Croatian)
22. Miller CA, Moore KS, Richards TB, McKaig CA. Screen-
ing survey to assess local public health performance. Public He-
alth Rep 1994; 109: 659-64. PMID: 7938387
23. Handler AS, Turnock BJ, Hall W, et al. A strategy for 
measuring local public health practice. Am J Prev Med 1995; 
11(Suppl 2): 29-35. PMID: 8776139
24. Richards TB, Rogers JJ, Christenson GM, et al. Asses-
sing public health practice: application of 10 core function me-
asures of community health in six states. AJPM 1995; 11(Suppl 
2): 36-40. PMID: 8776140
25. Patton MQ. Enhancing the quality and credibility of qu-
alitative analysis. Health Serv Res 1999; 34: 1189-208. PMID: 
10591279
S. Šogorić, S. Vuletić, J. Kern, A. Džakula
h e value of Counties Public Health Capacity Building – twelve years of the “Health-Plan for it” Program in Croatia
Acta Med Croatica, 72 (2018) 103-114
114
26. Patton MQ. Qualitative evaluation and research met-
hods. 2nd ed. London: SAGE; 1990.
27. Šogorić S, Džakula A, Polašek O, Grozić-Živolić S, Lang 
S. Decentralizacija i kako je provesti – revolucijski ili evolucij-
ski? Acta Med Croatica 2010; 64: 335-40. PMID: 21692256 (in 
Croatian) 
28. Hutchinson PL, LaFond AK. Monitoring and Evaluati-
on of Decentralization Reforms in Developing Country Health 
Sectors. h e Partners for Health Reformplus Project. Bethesda: 
Abt Associates Inc.; 2004.
29. Martin-Moreno JM, Harris M, Jakubowski E, Kluge 
H. Dei ning and assessing public health functions: a global 
analysis. Annu Rev Public Health 2016; 37: 335-55. PMID: 
26789385. doi: 10.1146/annurev-publhealth-032315-021429. 
30. Bossert TJ, Mitchell AD. Health sector decentralization 
and local decision-making: decision space, institutional capaci-
ties and accountability in Pakistan. Soc Sci Med 2011; 72: 39-48. 
PMID: 21134705. doi: 10.1016/j.socscimed.2010.10.019. Epub 
2010 Nov 11. PMID: 21134705.
31. Jalal M, North N, Ashton T. Decentralisation of health 
services in Fiji: a decision space analysis. Int J Health Policy 
Manag 2016; 5: 173-81. PMCID: PMC4770923. doi: 10.15171/
ijhpm.2015.199
Cilj ovoga istraživanja bio je ocijeniti vrijednost učinaka Programa “Rukovođenje i upravljanje za zdravlje” na sposobnost 
hrvatskih županija da planiraju za zdravlje te implementiraju programe temeljene na lokalno prepoznatim zdravstvenim 
potrebama u podizanju javnozdravstvene i upravne kompetencije hrvatskih županija dvanaest godina nakon pokretanja 
toga Programa. U razdoblju od 2002. do 2008. godine svih dvadeset županijskih timova za zdravlje provedeno je kroz prvi 
set edukacijskih modula. Prva evaluacija Programa napravljena je 2006. godine. Temeljem rezultata evaluacije izrađen je 
drugi set edukacijskih modula kroz koji je, u razdoblju od 2008. do 2009. godine provedeno šest županijskih timova. U 
drugoj evaluaciji Programa održanoj 2012. godine primijenjena su tri evaluacijska instrumenta: Matrica temeljnih funkci-
ja javnog zdravstva (Local Public Health Practice Performance Measures Instrument) i hodogram aktivnosti županijskih 
timova (Procedure Chart) kao instrumenti za samoprocjenu te zabilješke/zapažanja mentora sa Škole narodnog zdravlja 
“Andrija Štampar”. Rezultati timova za zdravlje trinaest županijskih timova, sudionika u drugom krugu evaluacije u 2012. 
godini bolji su u usporedbi s njihovim početnim stanjem (0-point). Promjene u rezultatima pokazuju statistički značajnu 
razliku kako u ukupnom zbroju (sve tri temeljne funkcije zajedno) tako i za svaku funkciju pojedinačno (procjena stanja, 
oblikovanje zdravstvene politike, osiguravanje resursa). Sve su županije pokazale napredak u funkciji procjene stanja i 
oblikovanja zdravstvene politike. Funkcija osiguravanja sredstava bila je unaprijeđena kod županija sudionica u drugom 
setu edukacijskih modula. Hodogrami aktivnosti županijskih timova pokazali su da su sve županije (sudionice u evaluaciji) 
izradile Županijske slike zdravlja i Planove za zdravlje s jasno defi niranim prioritetima i aktivnostima kojima ih namjeravaju 
riješiti. Rezultati evaluacije provedene 2012. godine, kao i rezultati evaluacije iz 2006. pokazuju da su Programom unapri-
jeđene javnozdravstvene kompetencije županija. Dvije županije uključene u Program tek 2007./2008. godine postigle su 
bolje rezultate od „starih“ (ranije uključenih) županija te time pokazale da vrijeme provedeno u programu nije ključni čim-
benik uspješnosti projekta lokalno. Razlika u postignućima može se pripisati „institucionalnom ili osobnom kapacitetu za 
promjenu“ o kojem izvještavaju i drugi autori. Ovdje prikazani rezultati ukazuju na to da je razlika u postignućima u Progra-
mu među županijskim timovima bila uvjetovana sastavom tima i političkom stabilnosti lokalno. Programom su unaprijeđene 
sve temeljne javnozdravstvene funkcije u županijama sudionicama Programa. Funkciju osiguravanja sredstava najviše su 
unaprijedile županije uključene u oba seta edukacijskih modula. Županije imaju različit kapacitet za uvođenje promjene 
pa sudjelovanje u Programu nije kod svih polučilo jednako dobre rezultate. Razlike u razini postignuća između županija 
moguće je objasniti postojanjem (ili odsustvom) kontinuirane političke potpore na županijskoj razini, sastavom tima i pre-
danošću njegovog voditelja.
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